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: needed cleaned. The bedroom area of Room 119

MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, and record
review, the facility failed to provide housekeeping
services to each resident for 4 of 12 resident
rooms, 8 residents resided in the four rooms, in
that dusting, removing of cob webs and debris on
floors of resident rooms was not provided.

This deficiency affected 8 of 24 residents who
resided on the F hall. (Residents A, B, C, D, E, F,
G, H)

Findings include:

1. Room 119 was observed on 1/20/11 at 9:40
a.m. The electric wheel chair was observed
parked in the hall. The frame and cushion of the
wheel chair was soiled with dried spills and
debris. The Assistant Director of Nursing (
ADON) present at the time indicated the chair

was observed to have dust covering the
headboard, and cabinet. Trash, dried spills,
plastic vase were on the floor next to the window
are by the bed. The closet doors were open,
clothes were thrown and piled on the shelf of the
closet. LPN #5 indicated both residents were |
cared for by the staff and were not able to utilize |
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Quality review completed on January 25, 2011 by the same alleged deficient practice and
] Bev Faulkner, RN what corrective action will be taken:
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 * Ahouse wide audit of resident

rooms and bathrooms and wheel
chairs has been completed and
issues identified are currently
being resolved by the
Housekeeping
Supervisor/Maintenance
Director/Clinical
Managers/designee.

s  Facility halls/resident
rooms/resident bathrooms will be
monitored by dept managers for
cleanliness — issues will be
addressed by the Housekeeping
Supervisor/ designee. '

What measures will be put into place or
what systemic changes you will make to
ensure that the alleged deficient practice
does rot recur:
¢ Resident wheelchairs will be
placed on a weekly cleaning
schedule to be monitored by
DNS/designee.
¢  Compliance to be monitored
weekly for 3 months then for 1
additional quarter utilizing
Facility Environmental Review
CQI tool. Clinical staff had
inservice training on 2-3-11 and
2-4-11 regarding wheelchair
cleaning schedule and resident
room cleanliness. i
+  The facility conducted an all-staff :
inservice training on 1
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..~ their closets. The privacy curfain between the:

beds was soiled. Two residents resided in the
.. .room, Resident A & B.

" 5 Room 117 was observed on 1/21/11 at 10:47

' a.m., cob webs were observed hehind the bed,

door trash debris was on floor behind the bed

" and chair. Dust was observed on the bed side

- 3. Room 121 was observed at 10:40 a.m. Dust

: tables. The bathroom floor was soiled around the '
| edges of the room. Two residents resided in the
. room, Resident C & D.

“was observed to the bedside table and television .
- base on the cabinet. The bathroom floor was
 soiled under the sink and soiled around the :
- commode. A brown black substance was built up .
- around the edges of the bathroom and at the

. threshold of the bathroemn door. Two residents

" resided in the room, Resident £ & F.

* -"THe Housekeeping Super\nsor entered Room 121

at 10:43 a.m., and he indicated the bathroom
would have been deep cleaned when the rooms
were deep cleaned. The bathroom was shared

with Room 119, which had heen deep cleaned on -

. 1/20/11. Record of Room 121 cleaning was not -

prowded

4. Room 123 was observed on 12111 et 10:45

a.m. Cob webs were observed behind the bed
and under the window near the floor. _
Two residents resided in the room, Resident G &
e , ,

5. Cn 1/20/11 9:00 a.m., the "Deep Clean"
schedule was provided for review by the
Administrator as the current housekeeping
schedule. .

The form was a copied calendar for the month of

25-11.

into place:

environmental issaes with -
resident room cleanliness on 1- : '

e  The facility conducted a
housekeeping inservice with the
Home Office Director of
Housekeeping on 1-27-11.-"

How the corrective action(s) will be
monitered to ensure the deficient
practice will not recur? .i.e., what
quality assurance program will be put

s  Wheelchair cleanmg and resident

E room/bathroom appearance and

: cleanliness compliance will be
monitored weekly utilizing the P _

Facility Envizonmenial Review ]

| CQI tool by the Housekeeping N

b Supervisor/designee 3 times

’ weekly for 3 months then for 1

additional quarter. Additional

facility audit tools are being

utilized and are described below

in the attachment description.

e  Results from audits reviewed
quarterly during the facility QAA
Committes Meetings, QAA
Committee will determihe if
further monitoring is necessary.

Compliance date: 2-9-11

Aitachments:

¢ . A Shower Report; Wheelchalr
Cléaning/Cushion Audit

20911
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" January 2011. Each day had a room number

i printed in the date, or the name of another room
. i.e. shower room. The week of 1/17-21/11
scheduled rooms included: 1/17-Room 117,
1/18-Room 119, 1/19 Room - 121, 1/21-Room

1 123 and 1/21-Room 124 were to be cleaned
“and/or had been cleaned.

On 1/21/11 at 11:30 a.m., the Housekeeping
Supervisor indicated the schedule was a
proposed schedule and not the working

- scheduled used at that time. A second copy

i (hand written) was provided, Hall F had four
weeks of January already checked as completed.
The supervisor indicated that was wrong. The

: third copy was provided at 11:50 a.m.

- The third copy contained the following:

- 1/17-Room 117 was completed

1/18- Room 111 was completed

1/19-Room 110 was completed

1/20-Room 119 was completed

' 1/21-Room 125 was completed.

i The cleaning schedule recorded Room 123 was
deep cleaned on 1/10/11. :
. The cleaning checklist provided with the first i
" cleaning schedule listed the following was |
- completed during the housekeeping duties:
"Resident Rooms-Pictures, wall hangings,

. window, sill, blinds, curtains, bed frame, mattress,
side rails, phone and phone cord, removal of tape
i and stickers, night stand, over bed light, over bed

i table, divider curtains, sprinkler head, air 5
' conditioner vent and cord, wardrobes, corners,
. cove base personal fans, personal items, wall
light, trash cans, floors, spot clean walls, TV, and
chairs. i
- Bathrooms-Faucets, sink/pipes, mirror, tub, grab
- bars, corners, floors, trash cans, sprinkler heads,
. vents, toilet, light, soap & paper towel dispenser.”
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* B - CARE Rep Daily Rounds
Checklist (Monday-Friday);
Environmental First Impressions
Checklist; CARE Rep Daily
Rounds Monitoring Tool
{Augustes Cottage); Compliance
Audit

* C-—Deep Cleaning Calendar
(February 2011); Quality Control
Inspection Checklist-
Housekeeping (Deep Cleaning);
Quality Control Inspection —
Housekeeping

e D - Facility Environmental
Review CQI Tool

¢ E - Above mentioned inservice
training records
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